
MISSISSIPPI STATE DEPARTMENT OF HEALTH

PHRM/ISS

Connecting Mothers and Babies to Services

PHRM/ISS works to meet the needs 
of each individual family

Perinatal High Risk Management
Infant Services System

(PHRM/ISS)

570 East Woodrow Wilson
Post Office Box 1700

Jackson, Mississippi 39215-1700

Phone: 601-576-7463
Fax: 601-576-7825

www.HealthyMS.com/phrm

PHRM/ISS assists physicians by providing patients 
with health education and linkages to health 

and social services

The Mississippi State Department of Health provides 
a voluntary case management, home visiting program 

for Medicaid-eligible high-risk pregnant women 
and infants at no cost to the physician’s office.



• Print out and complete the infant and/or maternity 
screening form at HealthyMS.com/phrm.

• A physician, physician assistant, nurse practitioner 
or nursing midwife will sign the form(s) using his 
or her professional title, telephone number and address.

• Fax completed forms to the PHRM/ISS program at 
601-576-7825.

About the PHRM/ISS Program

The PHRM/ISS staff provides face-to-face and home visits 
utilizing research-based health education, reinforcing and 
educating on:

• Benefits of breastfeeding • Pregnancy nutrition

• Safe sleep practices • Prenatal/Postnatal care

• Completion of health • Reproductive 
insurance paperwork life planning

• When to follow up with • Appropriate infant
a provider, or go to the developmental
emergency room milestones

• Importance of immunization • Education on pregnancy

• Medication compliance • Developmental 
stages

How to refer your patients to the
PHRM/ISS program

Infant R
isk Screen Form

B
irth to A

ge 1

N
am

e ______________________________   D
O

B
 _____/_____/_____   

A
ddress __________________________________   Telephone N

um
ber ___________________

M
edicaid N

um
ber ____________________________   P

H
R

M
/IS

S
 M

other? Y
es �

N
o �

M
other’s N

am
e and/or M

edcaid N
um

ber _________________________________

Positive R
isk S

creen D
ate _____/_____/_____   P

rovider R
eferred To _____________________________

P
rovider Telephone _________________________________

N
egative R

isk S
creen D

ate _____/_____/_____

A
ppointm

ent D
ate _____/_____/_____   P

rovider S
ignature ___________________________________________

P
hysician, P

hysician A
ssistant, N

urse P
ractitioner, or N

urse M
idw

ife

P
rovider Telephone N

um
ber _________________

P
rovider A

ddress ________________________________________________________________________

�
 759.9 C

hrom
osom

al or congenital anom
aly

M
oderate or severe

�
 V

29.8 Im
pairm

ent: H
earing/M

otor or O
rthopedic V

ision

�
 771.2 Infection-C

ongenital

�
 V

21.33 V
ery low

 birth w
eight <

 1500 gram
s

�
 V

21.35 L
ow

 birth w
eight <

 2500 gram
s

�
 V

29.8 N
IC

U
 G

rad >
 7 days

�
 783.41 W

eight for length or head circum
ference <

 5th
percentile or channels (H

C
)

�
 V

58.49 M
ajor S

urgery or T
raum

atic Injury

�
 V

46.9 Technology D
ependent at D

ischarge

�
 984.9 B

lood lead level >
 10m

cg/dl

�
 V

13.7 (P
G

) A
ge <

16 P
rim

igravida (P
G

)

�
 V

13.7 (M
G

) A
ge <

16 M
ultigravida (M

G
)

�
 V

13.7 L
ate to prenatal care <

 5 visits (LT
C

)

�
 V

60.0 H
om

eless

�
 282.60 S

ickle C
ell D

isease

�
 783.41 Failure to T

hrive (F
T
T
)

M
aternity R

isk Screen Form
P

regnancy to 60 D
ays P

P

N
am

e ______________________________   D
O

B
 _____/_____/_____   M

arital S
tatus ________________

B
eneficiary A

ddress __________________________________   Telephone N
um

ber ___________________

S
ocial S

ecurity N
um

ber _______________________   M
edicaid N

um
ber ____________________________

E
ducation: C

heck highest grade com
pleted 1 �

  2 �
  3 �

  4 �
  5 �

  6 �
  7 �

  8 �
  9 �

  10 �
  11 �

  12 �
  13 +

�

N
egative R

isk S
creen D

ate _____/_____/_____   Positive R
isk S

creen D
ate _____/_____/_____

First P
renatal V

isit w
ith any provider _____/_____/_____   E

D
C

 _____/_____/_____

P
rovider R

eferred To ________________________________   A
ppointm

ent D
ate _____/_____/_____

P
rovider A

ddress _______________________________   P
rovider Telephone N

um
ber _________________

P
rovider S

ignature ________________________________________________________________________

�
 640 ___ T

hreatened abortion

�
 648 ___ D

iabetes

�
 642 ___ H

T
N

 affecting pregnancy/childbirth

�
 278.01 M

orbid O
besity

�
 795.71 Infection, H

IV

�
 641 ___ P

lacenta previa

�
 643 ___ H

yperem
esis

�
 645 ___ L

ate P
regnancy (>

40 w
eeks gestation)

�
 647 ___ Infectious/parasitic conditions

�
 646 ___ Insufficient w

eight gain <
5 lbs @

 20 W
eeks 

or <
10 lbs. @

 30 w
eeks

�
 648.20 ___ A

nem
ia <

 30 H
C

T
 10/H

G
B

�
 651 ___ M

ultiple gestation

�
 V

60.0 ___ H
om

eless

�
 653 ___  �

 654 ___ D
isproportion and/or abnorm

ality of 
organs and pelvis soft tissue

�
 655 ___  �

 656 ___ K
now

n or suspected fetal or placental
abnorm

alities

�
 657 ___  �

 658 ___ Polyhydram
nios and/or other problem

s
affecting am

niotic cavity m
em

branes

C
heck one

�
 V

23.2 H
abitual abortion, fetal death, no intervening pregnancy

�
 V

23.5 E
D

C
 <

14 m
onths after previous delivery

�
 V

23.7 Insufficient/no prenatal care/late to care

�
 V

23.81 A
ge >

40 P
rim

igravida

�
 V

23.82 A
ge >

40 M
ultigravida

�
 V

23.83 A
ge <

16 P
rim

igravida

�
 V

23.84 A
ge <

16 M
ultigravida

�
 V

23.89 P
rem

ature L
abor


